Willmore: Case of Intermittentt Pyrexia
Mycetoma is a chronic disease; it does not disseminate; as a rule it is painless;
there is no urgent reason for precipitate action; surgical measures are perhaps often undertaken too early.
In actinomycosis we cannot hol)e for a sensational cure such as natives expect in all cases of tropical disease. Dr. Castellani this evening quoted a case of blastomycosis which had taken between one and two years to cure with large doses of potassium iodide. Among other diseases requiring long treatment which are nmet with in the tropics, one naturally thinks of leprosy, which under favourable circumstances takes two or three years to cure. Refractoriness may be due to the resistance of an organism, or it may be that the organismn occupies a position sheltered from the effects of the drug, "out of harm's way," fungus growth, for instance, surrounded by a mass of fibrous tissue, and inaccessible to drugs circulating in the blood. Organisms wlhich inhabit the blood-stream are miiuclh more assailable and vulnerable. back of eyes and occipital). Lungs slhowed severe emphysema and subacute generalized bronchitis. Heart, spleen and abdomen, normal. Liver showed occasionally a sliglht enlargement, the right lobe being at times palpable and tender. Central nervous system, normal. X-ray of air sinuses and examination by throat specialist revealed no septic foci.
He suffered from periodical rigors with rise of temperature to between 103°and 1040 F., each rigor being associated with an exacerbation of the chest symptoms and signs. Urine and stools showed no abnormality on repeated examination. The hlood-picture also showed no abnormality during the apyrexial periods, but a slight leucocytosis, from 9 to 11,000, with an increase of the lymphocytes to an average of 45 per cent. was invariably associated withl each attack of fever. Wassermann reaction and T.C.F.R. both negative. No malarial parasites were (letected at any time, on repeated examination by thick and thin film methods.
A course of emetine given hypodermically was without effect. A blood-culture taken during a febrile period showed no growth after seven days incubation at 37' C.
August, 1926.: Re-admitted under my care. Physical condition as before; urine, blood and stools, examined by chemical, microscopic and cultural methods, showed nothing to account for the patient's condition. He was seen by several consultants and all agreed that a generalized emphysema and bronchitis with tenderness over the right hepatic area and a slight generalized glandular enlargement were the only physical signs to be discerned.
August 8, 1926: Had a rigor and a temperature of 1030 F., pulse 120, respirations 24 at 10 a.m., the temperature dropping to normal with profuse sweating by the evening. On August 13 the same sequence of events occurred, temperature being iThe poLblicatioii of this report has been delayed owing to the illness of the author. PROCEEDINGS OF TIIE ROYAL SOCIETY OF MEDICINE Section of Tropical Diseases and Parasitology 29 1030 F.; the next day the temperature rose to 1010 F. at 11.30 p.m. and was subnormal on the following morning.
On August 15, 1926, an intensive anti-amoebic course of auremetine and stovarsol was begun, on the chance that the case might be one of hepatic amoebiasis, in spite of the lack of much direct evidence to that effect. At 5 p.m., on August 18, the temperature rose to 106 50 F. and fell to normal, again with profuse sweating at 1 p.m. It rose to 1030 F. on the 20th and to just over 100 on the 22nd. From then onwards the man was free from febrile attacks until September 20, when the temperature rose to 102°F. with a slight rigor. Again, on September 25, it rose to 1020 F. with a rigor. He had two lesser febrile attacks on October 24 and 27.
From the 15th to the 16th of November, 1926, he had a series of rigors with a maximum temperature of 103 . 60 F. On this occasion it was noticed that the sputum was blood-tinged, pink and clear, and corresponded with Castellani's and Broughton-Alcock's description of the sputum in broncho-spirochaetosis. It was examined and found to contain numerous pleomorphic spirochates. I would emphasize the fact that there was no obvious oral or tonsillar sepsis, that the mouth was carefully cleansed before taking the sputum, and that only sputum which appeared to be coughed up directly from the trachea was examined. Further, the sputa from twenty cases of ordinary bronchitis and emphysema were examined as controls by the same method of staining (Fontana). Odd spirochaites, were found here and there, but in no case were they at all numerous.
On November 30 the patient was given neotrepol (i c.c.) and sulfarsenol (0* 24)
intramuscularly. Rigor and a rise of temperature to 1020 F. at 2 a.m. on December 1. Further injections -December 7, 1926: Sulfarsenol 0 36, neotrepol 1 c.c. December 17: Sulfarsenol 0 48, neotrepol 2 c.c. The patient went away for Christmas and returned with a history of having had a bad rigor while on leave; he had another rigor, temperature 104' F, on December 30, 1926 . He was then put on a course of Castellani's antimony mixture until January 1, 1927. Rigors occurred February 1, 1927 , February 2, 1927 , February 3, 1927 , February 5, 1927 and February 7, 1927 .80 F. The administration of the antimony mixture was renewed and he remained free from rigors while it was being taken.
The mixture was discotitinued on February 22, 1927. Between 12.30 and 2 a.m. on the following day he had a severe rigor with a temperature of 1050 F., the temperature falling to normal in the afternoon with, as usual, profuse sweating. Weekly injections of N.A.B. intravenously were commenced on March 3, 1927, beginning with 0 10 and increasing by 0 10 each week. These have been well tolerated, and so far the man's temperature has been completely afebrile.
Points which favour the diagnosis of spirochetosis are:
(1) The absence of any other discoverable cause for the pyrexial attacks. I would emphasize that microscopic and chemical examinations were made, not occasionally, but repeatedly, of blood, urine and stools, during febrile and afebrile periods, with negative results. Repeated clinical examination was equally unproductive. Such conditions as focal sepsis in teeth, tonsils, sinuses and ears, infections of the renal tract, amoebic hepatitis, infective endocarditis, cholecystitis, were all considered and discarded for lack of evidence. The blood-agglutination was negative for all the coli-typhoid group and Bacillus melitensis. Spirochaetes of any kind were never found in the blood, though specially looked for on many occasions. At no time was there a leucocytosis indicative of suppuration, and the glycogen reaction was negative. Malaria can, I think, be excluded by the absence of any anaemia, with Willmore: Case of Intermittent Pyrexia such a long pyrexial history, the absence of leucopenia in the apyrexial periods, the absence of any splenic enlargement, and thie fact that the man had been repeatedly saturated withi quinine for long periods before he came under my care. There was no evidence of bronchiectasis. The question of an actinomvcotic infection of the lungs was carefully considered; aerobic and anaerobic cultures were made with negative results. Tuberculosis can, I think, be excluded by the clinical examination, repeated examination of the sputum, X-rays and negative C.F.T. Hodgkin's disease (Pel-Ebstein type) can be excluded by the fact that the glandular enlargement has now subsided and the type of pyrexia is entirely distinct.
(2) The clinical evidence that the febrile attacks were invariably preceded by and associated with an exacerbation of the chest condition.
(3) The fact that each attacli was associated with expectoration of the typical pink, glairy mucus.
(4) The presence, in such mucus only, of large nuimbers of spirocheates. Ordinary mucus taken from the same specimen contained few, if any, spirochaetes.
(5) The fact that in the apyrexial periods spirochaetes were either not found at all, or were so scanty as to require long search to find them.
(6) The absence of spirocbtes in anything like the same numbers from twenty control cases of chronic and subacute bronchitis.
I am aware that there is a school (including such a competent authority as Manson-Bahr), which does not admit the existence of broncho-spirochatosis as a pathological entity. In this case, however, I am at a loss to ascribe the illness to any other cause.
